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ABSTRACT
Data from a study conducted by the State of Nevada 
to assess consumer satisfaction, with services of persons 
with mental retardation were factor analyzed. Data 
collected using ACD's Outcome Performance Measures for 
People with Disabilities were used. It was attempted to 
replicate ACD's obtained factor structure. It was then 
explored which groups of these variables best predicted 
the life satisfaction of these individuals.
Results indicated that ACD's factor structure was 
replicable with a sample of persons with mental 
retardation. This may suggest that variables important 
to a person's quality of life may be similar for 
people with different disabilities. Results of the 
multiple regression indicated that 8 of the factors were 
significant predictors of life satisfaction. In order of 
strength, these were: Security, freedom. Relationships,
Safety, Achievement, Health, Lack of Resources/Privacy, 
and Rights, with Informed Consent not being significant. 
In addition, different factors were found to be important 
to the different groups divided by disability level and 
residence. Reasons auid implications are discussed.
Ill
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CHAPTER 1 
INTRODUCTION
For most of their adult lives, people strive for 
well-being and life satisfaction. The correlates of 
subjective well-being, quality of life, and life 
satisfaction have been studied extensively within the 
general population and among specific populations, such 
as older persons, persons with mental illness, and 
individuals with physical limitations. However, despite 
the fact that individuals with mental retardation also 
strive for well-being, research in the area of the 
predictors of life satisfaction among this population has 
been minimal. In addition, the results of research on 
correlates of life satisfaction conducted with various 
groups may have limited generalizability to individuals 
with mental limitations. The intent of this study was to 
discover which aspects of life have the most impact on 
life satisfaction of individuals with mental retardation. 
The underlying rationale is that knowing the strongest 
predictors of life satisfaction can facilitate its 
enhancement.
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2The constructs of subjective well-being, quality of 
life, and life satisfaction are intertwined and 
overlapping, yet remain somewhat heterogeneous. As such, 
life satisfaction is often defined as part of both 
subjective well-being and quality of life. The 
difficulty of comparisons across studies has been noted 
(Borthwick-Duffy, 1989), as the definitions are unclear. 
These constructs are of am extremely intricate and 
diverse nature; it is difficult not to oversimplify them 
by developing a universal definition (Craig & McCarver, 
1984).
Subjective well-being has been defined as the means 
and the reason by which persons experience their lives in 
affirmative ways, both affectively and cognitively 
(Diener, 1984). Cooper, Okamura, & Gurka (1992) deem 
well-being to be composed of positive affect, negative 
affect, and a cognitive component of life satisfaction. 
Furthermore, subjective well-being has also been 
operationally defined as any comprehensive evaluation of 
happiness, life satisfaction, or perceived quality of 
life (Okun fit Stock, 1987).
There are three ways the quality of life is 
generally conceptualized. First, quality of life is the 
sum of objective and social factors such as housing, 
family, activities, and general life conditions 
(Edgerton, 1990; Landesman, 1986). In this definition, 
life satisfaction would be a separate construct from
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
3quality of life, where quality of life (and other factors 
as well) could influence life satisfaction. Second, 
quality of life can also be seen as synonymous with life 
satisfaction, in which social elements may influence 
both, but are not integral to either (Stark & Goldsbury, 
1990; Taylor & Bogdan, 1990). Third, Schalock (1994) 
discerned quality of life to be measured by psychological 
indicators that evaluated personal satisfaction with 
different areas of living circumstances. These included 
domains such as home, employment, health, and the 
community.
Taking these definitions into consideration, for the 
purpose of this study life satisfaction is considered to 
be separate from quality of life and subjective well­
being, yet can influence both. It is a global assessment 
based on one's subjective determination of life 
experiences.
Life satisfaction amoncr people without mental retardation
Predictors of life satisfaction among the general 
population have been studied extensively. Diener and 
Diener (1995) investigated the predictors of life 
satisfaction across 31 countries. Twelve life domains 
were measured on 7-point Likert type scales, with choices 
ranging from "delightful" to "terrible." Overall 
satisfaction with life was measured with this scale as 
well. The researchers concluded that self-esteem was the 
strongest predictor of life satisfaction across all
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
4nations (r = .47). Satisfaction with friends (r = .39), 
finances (r = .37), and family (r = .36) were the next 
strongest predictors.
In the United States, Clemente and Sauer (1976) 
investigated the correlates of life satisfaction in a 
national sample. Their life satisfaction index was a 
composite score obtained from amswers to four-item scales 
measuring place of residence, family life, friendships, 
and activities. Variables were derived from the 
literature. They found support for the hypotheses that 
blacks were less satisfied than whites (r = .23, p <
.05), and that perceived health was positively related to 
overall life satisfaction (r = .22, p < .05). In 
addition, modest support for a positive relationship 
between social participation amd being married was found 
(r = .19, p < .05).
Andrews aurid Withey (1976) also investigated the 
correlates of life satisfaction among a sample of 
American adults. The measure used was worded as "How do 
you feel about your life as a whole?" with a possibility 
of seven responses ranging from "delighted" to 
"terrible." In order of strength of correlation, these
are: self-efficacy (.68), amount of fun (.61),
marriage/family (.60), how one is treated by others 
(.58), leisure time (.52), income (.49), health (.49),
and activities with family (.46).
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5Flanagan (1982) also investigated the main 
predictors of the overall perceived quality of life among 
a sample of American adults. He proposed that these 
predictors could be used for selecting targets of 
research and intervention. To determine these items, the 
question was posed as "At this time in your life, how
important is _____  ? ". Flanagan divided participants by
gender and by ages: 30, 50, or 70 years old. Results
showed that health was important or very important to 
over 95% of all participants. Having and raising 
children and self-understanding were rated as important 
by 80% or more of all groups. Work was rated as 
important to the 30 and 50 year-old groups (over 90% and 
over 80%, respectively). Having a close relationship 
with a spouse was rated as important by all male groups 
(90% for ages 30 and 50, and 84% of age 70). Close 
relationships were also important to the 30-year-old 
women (94%), but was not as salient for the older groups 
(81% for 50-year-olds and 42% for the 70-year-old group).
In a comprehensive review of the literature, Diener 
(1984) concluded that satisfaction with self was most 
strongly associated with global satisfaction. His 
findings indicated that standard of living cuid family 
life were highly correlated with life satisfaction.
Diener (1984) also concluded that marriage auid family 
satisfaction were among the most potent predictors of 
overall life satisfaction. Employment was moderately
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6related to life satisfaction, and unemployed persons were 
found to be the most unhappy group. Income was 
positively related to global well-being as well. This 
implies that income may produce its effects through these 
other factors (i.e. health). Education did not show a 
strong effect, but it may have interacted with other 
variables such as income. Objective health had a weak 
yet significant positive relationship to subjective-we11 
being, but perceived health mauiifested a strong 
relationship.
Comprehensive research has also been conducted in 
the arena of life satisfaction among specific populations 
such as older individuals, people with mental illness, 
and those with various other disabilities. For example, 
Spreitzer cuid Snyder (1974) investigated which variables 
were most predictive of life satisfaction among older 
persons. The researchers measured the construct of life 
satisfaction with an item that inquired how the 
individual felt about his or her life, "taking all things 
together." Responses ranged from "very happy," " pretty 
happy, " to "not too happy. " The hypothesis was that 
older individuals would differ from younger people in 
terms of what factors were important to life 
satisfaction. No clear linear relationship between age 
and life satisfaction was found, and none of the 
correlations were eliminated when controlling for 
socioeconomic status. A multiple regression analysis
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
7revealed that the strongest predictors of life 
satisfaction were perceived health (R = -41, p < .05) and 
financial security (R = .50, p < .05).
In a study of the stability over time of the 
predictors of well-being among older individuals, Kozma 
aund Stones (1983) measured life satisfaction by using a 
seven-point rating scale. A multiple regression revealed 
that age was not a significant predictor of happiness.
The strongest predictor was housing satisfaction (r =
.42, p < .01), followed by health (r = .32, p < .01) and 
activity (r = .25, p < .01). Other strong predictors 
were being married (r = .20, p < .01), and adequate 
finsuices (r = .18, p < .01). Life events were 
significantly correlated with happiness in a negative 
direction (r = - .17, p < .01). Overall, rural people 
were more satisfied than those residing in an 
institutional setting, and urbcui participants placed in 
the middle.
Other specific populations have been studied. For 
example, Coyle, Lesnik-Emas, and Kinney (1994) examined 
the predictors of life satisfaction among adults with 
spinal cord injuries. Structured personal interviews 
were conducted, and life satisfaction was assessed with 
the cpiestion, "How do you feel about your life in 
general?" with choices ranging from 1 ("terrible") to 7 
("delighted"). Results suggested that leisure 
satisfaction was the strongest predictor of life
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8satisfaction, explaining 43% of the variance in those 
scores. Self-esteem and health were the next strongest, 
accounting for an additional 16% of the variance.
Krause and Dawis (1992) also investigated the 
predictors of life satisfaction after spinal cord injury. 
The outcome measure of life satisfaction used was the 
General Satisfaction scale developed from the Life 
Satisfaction Questionnaire, and consisted of eight items. 
Findings showed that emotional distress accounted for 53% 
of the variance, and dependency for 6%. The authors 
concluded that affective stability and perceived control 
over one's life were predictive of global satisfaction. 
Health problems were also related, accounting for 3% of 
the variance. Positive affectivity was correlated as 
well, accounting for 2% of the variance. It was also 
found that demographic variables were not consistently 
related to measures of satisfaction.
Various studies of life satisfaction have been 
conducted with persons experiencing mental illness.
For example, A m s  and Linney (1993) investigated the 
effects of improvement in vocational status upon life 
satisfaction among a sample of persons who were disabled 
by severe and persistent mental disorders. The effect of 
change in vocational status on life satisfaction was 
measured by summing up scores on three different scales: 
the Delighted-Terrible Scale (Andrews & Withey, 1976), 
the Ladder Scale (Cauitril, 1965), and seven items from
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
9the Index of General Affect (Campbell, Converse, & 
Rodgers, 1976). Results indicated that change in 
vocational status significantly affected self-efficacy (r 
= .39, 2 < .0005), that then impacted self-esteem (r =
.37, p < .0005). Self-esteem then had a direct and 
significant effect on life satisfaction (r = .51, p < 
.0005).
Kearns (1990) also examined the life satisfaction of 
a group of chronically mentally disabled individuals.
All participants resided within the community in 
Auckland, New Zealaoid. Kearns specifically examined 
which personal and community variables were most strongly 
associated with life satisfaction. Perceived quality of 
life was measured by items inquiring about different 
facets of life; choices were on a 6 point scale ranging 
from "very satisfied" to "very dissatisfied." These 
scores were summed to obtain a composite satisfaction 
index. A regression analysis revealed that from among 
the variables of health services, housing, social 
support, income, employment, and lifestyle, two showed a 
significant relationship to community life satisfaction. 
These were sufficient income (R = 4.11, p < .001) and 
opportunities for activity (R = 3.89, p < .001).
Nelson, Wiltshire, Hall, Peirson, and Walsh-Bowers 
(1995) examined the relationship between six life 
conditions and life satisfaction of individuals who were 
hospitalized for psychiatric problems. Using Baker and
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Intagliata's Survey of Life Satisfaction (1982) they 
found that perceived control (r = .28, p < .01) and 
positive emotional support (r = .23, p < .05) were 
significantly correlated with life satisfaction. In 
addition, democratic management style of the house (r = 
.23, p < .05) and meaningful activity (r = .35, p < .01) 
were correlated with global satisfaction.
In a sample of persons with various disabling 
conditions, Menhert, Krauss, Nadler, and Boyd (1990) 
explored the relationship between five factors and life 
satisfaction. Participants consisted of 675 Americans 
who reported having disabling conditions. These were 
collapsed into categories of physical (45%), sensory 
(13%), mental (9%), and other health impairments such as 
cancer and heart disease (29%). Life satisfaction was 
assessed by the response to the question "How satisfied 
are you with your life in general?" with seven choices 
ranging from "very satisfied" to "very dissatisfied." 
Results showed that life satisfaction decreased as the 
perception of oneself as disabled and as being limited by 
the disability increased (chi squared [3, N = 630] =
63.41, p < .01). Life satisfaction was also associated 
with being employed (chi squared [7, N = 629] = 49.79, p 
< .01). In addition, individuals with household incomes 
over $35,001 reported significantly higher life 
satisfaction (chi squared [5, N = 598] = 30.38, p < .01). 
Marital status was also associated with life satisfaction
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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(chi sç[uared [2, N = 641] = 11.39, p < .01): being
married, single, or living with someone was associated 
with higher life satisfaction, whereas being divorced, 
separated, or widowed was related to a lower life 
satisfaction.
In summary, the problem that most characterizes 
research investigating predictors of life satisfaction 
among people without mental retardation is low external 
validity to people with mental retardation. For example, 
in their study, Andrews and Withey postulated that their 
results were widely applicable to the population of the 
U.S. because the same predictors were found for both the 
general population and subgroups. However, as the sample 
consisted entirely of persons who were able to meet their 
basic physical needs, the conclusions may have limited 
generalizability to those who cannot do this, such as 
people with mental retardation.
Flanagan (1982) addressed this problem in his study, 
acknowledging that his results may not generalize to 
persons with disabilities. He contended that these 
variables needed to be revised euid supplemented in order 
to increase the sensitivity of measures for those with 
discibilities.
Studies that included people with a variety of 
disabilities had low external validity as well. Arns and 
Linney specifically excluded people with mental handicaps 
in their study. In addition, even though the Menhert et
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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al. study involved persons with mental retardation, it 
was still limited in its applicability. The sample 
consisted of noninstitutionalized individuals, which may 
not be representative of most persons with mental 
deficiencies. Also, persons with mental retardation and 
mental illness were in the same subgroup, and made up 
only 9% of the total sample. As a result, the reader 
cannot discern how much of the sample consisted of 
individuals with mental retardation, or what the degrees 
of mental limitation were.
Life satisfaction among people with mental retardation
A review of the literature reveals little 
information on the best predictors of life satisfaction 
for persons with mental retardation. However, specific 
variables have been explored in relation to satisfaction 
and quality of life, including residential arrangements, 
employment status, social support, leisure activities, 
and accreditation status of the service provider.
Legault (1992) examined the relationship between the 
level of supervision in the home, perceived independence, 
and satisfaction with different facets of life in a group 
of persons with mental retardation. Items for the 
interviews were taken from a questionnaire Legault 
developed. Responses were scored on Likert-type scales 
ranging either from 1 to 3 or 1 to 5. Subscores were 
obtained for each of ten areas, as well as a total score 
for the amount of social support each individual
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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for the amount of social support each individual 
received. Results indicated that a lower degree of 
supervision at home was related to a higher degree of 
independence with community skills, higher satisfaction 
at home, more general independence at home, independence 
with home chores, and home freedom. Social support was 
found to be related to satisfaction at home and in the 
community and general community independence.
Flynn and Saleem (1986) examined the satisfaction of 
adults with mental handicaps living with their parents. 
Their interview schedule consisted of open-ended 
questions concerning various aspects of the participants' 
lives. Satisfaction was measured on a 5- point Likert- 
type scale, ranging from positive comments (0) to 
negative comments (4). The authors found that out of all 
the topics introduced by the interviewer, the majority of 
participants were least satisfied with their living 
situations and places of employment.
Barlow and Kirby (1991) examined the presumption 
underlying deinstitutionalization that predicts that 
integration into the community will lead to increased 
life satisfaction. The researchers compared the 
subjective satisfaction of individuals with mental 
retardation living in the community to those living in an 
institutional environment. They measured satisfaction on 
specific and general indices of living, work, and 
leisure. Participants were asked to rate overall
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satisfaction on a 5-point scale with responses ranging 
from "very unhappy" to "very happy." Participants who 
resided in community settings reported significantly 
higher satisfaction with level of residential autonomy 
than did those living in the institutional setting. Even 
though the individuals living in the community had 
significantly lower ratings of residential social 
relations, they still preferred community living. This 
implies that autonomy is more important to people than is 
social interaction.
Burchard, Gordon, and Pine (1990) examined client 
satisfaction in relation to manager competence and 
program normalization for persons with mild and moderate 
mental retardation. All participants lived in group 
homes in the community. Satisfaction was measured using 
a structured interview they designed. Specifically, 
placement satisfaction was assessed by questioning if the 
participant would like to continue living in the house or 
move, and why. Findings indicated that individual 
satisfaction with place of residence was related to the 
assessed competency of managers in the home (r = .51, p < 
.001). Also, the individuals who participated more in 
the community and in integrated settings reported higher 
satisfaction with residences (r = .64, p < .001) and 
higher overall satisfaction (r = .35, p < .01).
Other studies have also emphasized the role of 
social support and social life in enhancing life
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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satisfaction among persons with mental retardation. 
O'Connor (1983) stated that interpersonal relationships 
are fundamental to overall life satisfaction and quality 
of life among persons with these limitations. In his 
review of the literature, O'Connor noted that individuals 
with mental retardation are "well integrated into the 
family unit within the residence itself" (p. 188), 
regardless of the type of setting.
The research of Bur chard and colleagues (1992) 
supports this notion of social support as being important 
to overall life satisfaction. Resident satisfaction was 
assessed via a structured interview used in prior 
research (Burchard, Pine, & Gordon, 1990). Personal 
well-being was then measured by 18 self-evaluative items, 
the score of which was the percentage of responses that 
were answered in the positive direction. Results 
indicated that perceiving peers and staff as being 
supportive was correlated with both global well-being (r 
= .39, p < .001) and residence satisfaction (r = .38, p < 
.001).
Other research has shown leisure activities to have 
a significant relationship to life satisfaction among 
individuals with mental retardation. For instance,
Hawkins (1993) hypothesized that there would be a 
significant correlation between leisure and the 
perceptions of satisfaction in older persons with 
developmental disabilities. Persons in this study were
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divided into groups according to etiology of mental 
limitation (with. Down's Syndrome and without Down's 
Syndrome). To measure life satisfaction, Hawkins 
developed an instrument for use specifically with older 
individuals with mental limitations. The Life 
Satisfaction Scale for Aging Adults with Mental 
Retardation-Modified (LSS-M) contains four subscales, one 
of which assesses general satisfaction. Results showed 
that for the group with Down's syndrome, none of the 
measured aspects of leisure were significantly correlated 
with life satisfaction. However, for persons in the 
group without Down's syndrome, participation in leisure 
activities was significantly related to life satisfaction 
(r = .26, p < .05). In addition, a desire to increase 
leisure participation was negatively correlated with life 
satisfaction (r = -.318, p < .01).
In an evaluation of the psychometric properties of 
the Multifaceted Lifestyle Satisfaction Scale (MLSS), 
Harner and Heal (1993) also examined the relationship 
between four variables and life satisfaction. Among 
others, this instrument contains a subscale that measures 
general satisfaction. Age, gender, AAMR intellectual 
functioning level, and residential restrictiveness were 
investigated. A regression analysis found that age was 
significantly related to overall life satisfaction, with 
older persons being happier. Men were shown to be 
happier than women. In addition, persons living in less
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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restrictive environments were more globally satisfied 
than were those in more limiting environments. The level 
of restrictiveness was also significantly correlated with 
communityf friendships, jobs, and recreation that may 
account for this increased satisfaction.
Leibowitz, McClain, Evans, Ruma, and Tauner (1994) 
also investigated life satisfaction involving persons 
with mental retardation. They used consumer satisfaction 
as a measure of life satisfaction in relation to the 
accreditation level of community residences (being 
accredited or not). Satisfaction was measured via the 
Quality of Life Questionnaire (Keith, Schalock, &
Hoffman, 1986). Findings indicated that individuals 
residing in more rural areas perceived themselves as more 
satisfied than those in an urban setting (F [1, 134] = 
11.29, p < .001). However, caretakers' discernment of 
overall life satisfaction differed significantly from 
clients' perceptions. When the authors used clients' 
opinions alone, living area (rural vs. urban) was not 
significant but level of accreditation was (F [2, 81] = 
6.28, E < .005).
Schalock, Lemanowicz, Conroy, and Feinstein (1994) 
performed a multivariate analysis to determine the 
influence of different clusters of variables on the 
quality of life of individuals with mental retardation.
The factors of personal characteristics, objective life 
conditions, and the perception of significant others were
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
18
assessed. Personal characteristics included age, gender, 
adaptive behavior, challenging behavior, health, and 
medication needs. Objective life conditions included 
income, integrated activities, environment, social 
presence, living unit size, residential supervision, type 
of residence, and employment status. Perceptions by 
significcint others included client progress, 
environmental control, job satisfaction, and how much 
they enjoyed working with the person. The dependent 
variable was the Quality of Life Index, the person's 
total score derived from the QOL Questionnaire. It was 
found that personal characteristics accounted for the 
most variance, followed by objective conditions and then 
by perceptions by significant others.
In summary, the few studies that deal with this 
population are limited. The results of the Schalock and 
colleagues study may have limited applicability to 
improving quality of life and life satisfaction. Even 
though the personal characteristics that accounted for 
the majority of the varieince are important, they are not 
easily altered. However, environmental variables such as 
having friends, participation in the community, and 
health services can be improved via people's service 
providers. These aspects of life and their relationships 
to life satisfaction need to be investigated further 
among this population.
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In addition, there is a lack of research on persons 
with severe and profound levels mental retardation. In 
many of existing studies the participants were chosen 
based on their ability to understand and answer 
examiners' questions (Burchard, et al., 1992; Flynn & 
Saleem, 1986; Hawkins, 1993). Difficulties in 
interviewing individuals with mental limitations become 
even more salient in those with lower IQ and expressive 
and receptive language abilities. Care provider biases 
are also encountered.
Furthermore, individuals with severe and profound 
mental limitations are likely to have even less control 
over their satisfaction and quality of life. It has been 
suggested that responsible choice-making and life changes 
are skills that may need to be taught (Bannerman,
Sheldon, Shermeui, & Harchik, 1990). Also, instruments 
and techniques have been developed to elicit and 
ascertain these issues among persons with various levels 
of mental retardation and limited verbal communication 
abilities (Hamer & Heal, 1993; Schalock, Keith, Hoffman,
& Karan, 1989; Schalock et al., 1994).
In addition, very few studies have been conducted in 
a variety of settings, and most were confined to 
community residences. Again, this limits the 
generalizability of the findings to individuals residing 
in institutional environments.
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Predictors of life satisfaction, among people with 
mental retardation
The Accreditation Council for People with 
Disabilities (hereafter, ACD) has developed the Outcome 
Based Performance Measures, an instrument intended to 
measure various aspects of life importemt to quality of 
life. This instrument is composed of items deemed to be 
important to individuals with disabilities. Available 
research shows that ACD has factor analyzed two different 
data bases gathered using this instrument. Both samples 
consisted of persons with various disabilities.
ACD's first factor analysis in 1993 forced the 30 
Outcomes into seven factors, using a sample of 100 
people (ACD, 1993b). All 30 Outcomes loaded onto one 
of the seven factors except for Outcome 21, "People have 
health care services." These factors auid their 
associated variables are listed Table 1. ACD did not 
name their factors in this analysis.
The second factor analysis (Gardner, Nudler, & 
Chapman, in press) performed by ACD utilized a sample of 
447 persons with various disabilities. This analysis 
resulted in an deletion of six items. The 
remaining 24 items loaded onto seven factors as shown 
in Table 2.
Beginning in September of 1995, the Outcome Based 
Performance Measures were utilized by the State of Nevada 
to assess satisfaction with services that it provided bo
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Table 1
Factors and Va-rî ahl Found bv ACD in First Factor 
Analysis fACD. 1993b)
Factor 1
10. People perform different social roles.
9. People interact with other members of the 
community.
6. People choose services.
Factor 2
28. People experience continuity cuid security.
12. People remain connected to natural support 
networks.
18. People have time, space, and opportunity for 
privacy.
30. People are satisfied with their personal life 
situations.
8. People participate in the life of the community.
16. People are free from abuse and neglect.
7. People choose their daily routine.
5. People decide how to use their free time.
(table continues)
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Table 1. continued 
Factor 3
25. People live in integrated environments.
13. People have intimate relationships.
1. People choose personal goals.
17. People are respected.
3. People where and with whom they live.
2. People realize personal goals.
Factor 4
29. People are satisfied with services.
27. People have insurance to protect their resources. 
Factor 5
14. People exercise rights.
15. People are afforded due process if rights are 
limited.
4. People choose where they work.
Factor 6
22. People have the best possible health.
23. People are safe.
19. People have and keep personal possessions.
11. People have friends.
Factor 7
24. People use their environments.
20. People decide when to share personal information.
26. People have economic resources.
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Table 2
Factors and Variables Found bv ACD in Second Factor 
Analysis (Gardner. Nudler, & Chapman, in press)
Factor 1 Identity
1. People choose personal goals.
3. People choose where and with whom to live.
4. People choose where they work.
13. People have intimate relationships
29. People are satisfied with services.
30. People are satisfied with their personal life -
situations.
Factor 2 Autonomy
7. People choose their daily routines.
18. People have time, space, and opportunity for 
privacy.
20. People decide when to share personal information.
24. People use their environments.
Factor 3 Affiliation
8. People participate in the life of the community.
9. People interact with other members of the
community.
10. People perform different social roles.
11. People have friends.
17. People are respected.
25. People live in integrated environments, 
ftable continues)
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Table 2. continued 
Factor 4 Attainment
2. People realize personal goals.
6. People choose services.
Factor 5 Rights
14. People exercise rights.
Factor 6 Health
16. People are free from abuse cuid neglect.
22. People have the best possible health.
28. People experience continuity and security.
Factor 7 Safeguards
12. People remain connected to natural support 
networks.
23. People are safe.
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individuals with mental retardation. Data obtained in 
this investigation were analyzed in the present study.
The purpose of the current study is two-fold. The 
first portion attempts to replicate ACD's factor analysis 
results with a sample of people with mental retardation 
as their primary disability. This may shed light on how 
applicable the Outcome Performance Measures are for 
people with mental retardation.
The second portion of the study investigates the 
predictors of life satisfaction among people with mental 
retardation. Since previous research supports the notion 
that life satisfaction is a multidimensional and 
multidetermined construct (Andrews & Withey, 1976; 
Borthwick-Duffy, 1989; Hamer & Heal, 1993), the current 
study then explored which groups of variables best 
predicted global life satisfaction among individuals with 
varying degrees of mental retardation living in a variety 
of environmental settings. This was done in three 
different ways. First, predictors were found for all of 
the participants. Second, predictors were looked at 
along a median split by level of disability. Finally, 
predictors of life satisfaction were explored for persons 
in different living environments.
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METHOD
Participants
ACD replication. In 1995, the State of Nevada 
decided to assess consumer satisfaction with services 
among people with mental retardation. All consumers who 
received services from the State, and who agreed to 
participate were interviewed by trained evaluators. Part 
of the data were used in these analyses.
For the first analysis, interview data from a total 
of 448 individuals were utilized. Demographic 
information for the entire sample is summarized in Table
3. All participants resided within the state of Nevada, 
37.8% in the northern Reno/Carson City area, 52% in the 
southern Las Vegas area, and 10.1% in other (mostly 
rural) areas. Ages of participants ranged from 4 to 72, 
with a mesui of 32.2 cund a standard deviation of 12.6.
45% of individuals were female and 55% were male. 
Participants were diagnosed with varying degrees of 
mental retardation, with 43.7% being diagnosed with
26
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mild, 23.9% with moderate, 16.9% with severe, euid 15.5% 
with profound mental retardation.
The participants resided in a variety of settings. 
31% lived in group homes and 23.2% resided in state 
institutional environment, both of which provided 24-hour 
care cind supervision. In addition, 29.6% of the entire 
sample resided in supported living arrangements (SLA's), 
that provided periodic supports in a variety of settings. 
Furthermore, 12.2% lived with family members and 3.7% 
were independent or had other living arrangements.
In terms of communication, 59.2% of individuals were 
deemed by the evaluators to be able to communicate 
independently, while 18.1% required assistance from 
others, auid 22.7% communicated only through others. When 
the mobility of the participants was examined, it was 
found that 89.3% could move about independently, 6% 
required some assistance, and 4.8% could get about only 
when moved by others.
As data were collected once per consumer every year 
for the past 2 years, many participants had more than one 
data set available. In such cases, the interview that 
had a satisfaction score was chosen. If this rating was 
present in more than one or not present at all, the most 
recent interview was chosen. The rationale for the 
latter criteria was that this would be the most recent 
data, and that interviewer experience would be higher.
In the overall sample, 80% of the data used was from
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first interviews, 19.1% from the second, and .9% from 
third interviews.
For the following three parts of this study, data 
for the entire sample was not utilized. This was due to 
the fact that the predicted variable of life satisfaction 
was available for only approximately two-thirds of the 
sample. Therefore, subject characteristics varied 
slightly from those of the entire sample.
Satisfaction score group. The subjects in this 
portion of the analyses were all of those that had a 
satisfaction score. Demographic information for this 
group is summarized in Table 3 as well. There were a 
total of 288 subjects who had complete data for all 29 
Outcomes and a satisfaction rating. Ages ranged from 6 
to 67, with a meeui of 33.1 and a standard deviation of
11.8. Males made up 55.6% of the group suid females made 
up 44.4%. Diagnoses of mental retardation were as 
follows: 45.8% mild, 24.8% moderate, 13.3% severe, and
16.1% profound. In terms of residential setting, 39.1% 
lived in group homes, 22.4% in state institutional 
settings, 32% received supported living services, 4.8% 
with fcunily, auid 1.7% independent or other.
Of those persons in this sample, 66.4% were able to 
communicate independently, while 13.7% required 
assistance, and 19.9% could communicate only through 
others. In terms of mobility, 92.5% of individuals 
interviewed could move about independently, 4.1% were
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mobile with some assistance from others, and 3.4% needed 
to be moved by others. Almost 19% of those interviewed 
resided in the north region, 75% in the south, and 6.1% 
in the rural areas. For 69.6% of these individuals, 
their first interview was utilized, and for 29.1% their 
second was used. Of these individuals, 1.4% had been 
interviewed a third time for interrater reliability 
purposes, and these were used. Overall, the group with 
satisfaction ratings was very similar to the entire 
sample.
Mild/Moderate group. Demographics for data of 
participants with mild and moderate mental retardation is 
summarized in Table 4. Complete data (including all 29 
predictor variables, and a satisfaction rating) was 
available for a total of 196 subjects for this group.
Ages ranged from 13 to 67, with a mean of 34 cind a 
standard deviation of 11.5. Males made up 49.8% of the 
sample and females 50.2%. Almost 65% of these 
individuals were diagnosed with mild and 35.1% with 
moderate mental retardation. In terms of residence, 6.3% 
of this set resided in group homes, and 45.3% in 
supported living. Persons living in state institutions 
made up 11.9% of the group, while 4.5% lived with 
family, euid 2% lived independently, with no assistance.
A total of 89.6% of these persons could communicate 
independently, 7.5% needed some assistance, and 3% could 
communicate only through others. People who could move
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Table 3
Demographic Characteristics of Entire Sample and 
Satisfaction Score Group
Entire Satisfaction Score
Total # in sample 448 288
Age
Mean 32-2 33.12
SD 12.6 11.76
Minimum 4 6
Maximum 72 67
% of Sample 
Gender
Female 45 44.4
Male 55 55.6
Disability Level
Mild 43.7 45.8
Moderate 23.9 24.8
Severe 16.9 13.3
Profound 15.5 16.1
Residence
Group home 31.2 39.1
SLA 29.6 32.0
State 23.2 22.4
Family 12.2 4.8
Independent/other 3.7 1.7
Communication
Independently 59.2 66.4
With Assistance 18.1 13.7
Only w/assistance 22.7 19.9
Mobility
Independently 89.3 92.5
With assistance 6.0 4.1
Only w/assistance 4.8 3.4
Region
North 37.8 18.9
South 52.0 75.0
Rural 10.1 6.1
Interview #
1 80.0 69.6
2 19.1 29.1
3 .9 1.4
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about independently made up 97.5% of this group, while 
only .5% needed some assistance, and 1.5% needed full 
assistance in order to get about. In terms of state 
region, 19.3% of this group resided in the northern part 
of the state, 72.3% in the south, and 8.4% in rural 
areas. For 71.3% of the subjects, their first interview 
was utilized, 27.7% had their second interview used, and 
for 1% it their third was examined.
Severe/Profound group. Complete information for 83 
persons in the Severe/Profound group was availedale. Ages 
rcuiged from 11 to 60, with a mean of 32.4 and a standard 
deviation of 11.6. Thirty-two percent were female and 
68% were male. Looking at level of disability, 45.2% of 
this group were diagnosed with severe mental retardation, 
and 54.8% with profound. In terms of residential 
situation, 47.6% of these individuals resided in a group 
home setting, while 2.4% lived in supported living 
arrangements. Of people in this group, 48.8% lived in 
the state institution setting, and 1.2% had other living 
arrangements.
In terms of communication, 13.1% communicated 
independently, 25% needed some assistance from others, 
and 59.5% communicated only through others. Almost 79% 
of people in this group could move about independently, 
while 13.1% needed some assistance and 7.1% needed full 
assistance. People in the northern region made up 10.7% 
of this group, while 88.1% resided in the south, and 1.2%
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in the rural areas of the state. For 61.9% of the 
severe/profound half their first interview was utilize, 
for 35.7% their second was used, and for 2.4% their third 
interview was looked at.
Group homes group. Complete data from 115 persons 
was available for those living group homes, that had 24- 
hour staff and support. Subject characteristics are 
summarized in Table 5. Ages of participants in this 
portion ranged from 11 to 66, with a mean of 32.3 and a 
standard deviation of 11.9. Females comprised 36% of 
this group, and males made up 64%. 23% of these persons
were diagnosed as having mild mental retardation, 41.6% 
with moderate, 23.9% with severe, aaid 11.5% with 
profound.
Of people living in group homes, 58.3% could 
communicate independently, 18.3% needed some assistance, 
and 23.5% could communicate only through others. In 
terms of mobility, 91.3% of these individuals were able 
to move about independently, 4.3% needed some assistance, 
and 4.3% could get about only when moved by others.
Looking at region, 8.7% of these individuals reside in 
the northern part of the state, 89.6% in the south, and 
1.7% in rural areas. For 63.5% of these individuals 
their first interview was utilized, for 33.9% their 
second interview was chosen, and for 2.6% their third was 
used.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
33
Table 4
Demographic Characteristics of Participants Divided bv 
Disability Level
Mild/Moderate Severe/Profound
Total # in sample 196 83
Age
Mean 34.04 32.38
SD 11.52 11.55
Minimum 13 11
Maximum 67 60
% of Sample 
Gender
Female 50.2 32.1
Male 49.8 67.9
Discibility Level
Mild 64.9
Moderate 35.1
Severe 45.2
Profound 54.8
Residence
Group home 36.3 47.6
SLA 45.3 2.4
State 11.9 48.8
Family 4.5
Independent/other 2.0 1.2
Communication
Independently 89.6 13.4
With assistance 7.5 25.6
Only w/assistance 3.0 61.0
Mobility
Independently 98.0 79.5
With assistance .5 13.3
Only w/assistance 1.5 7.2
Region
North 19.3 10.7
South 72.3 88.1
Rural 8.4 1.2
Interview #
1 71.3 61.9
2 27.7 35.7
3 1.0 2.4
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SLA group. Complete data for 90 persons was 
available for those utilizing supported living services. 
Average age for this group was 35.5, with a standard 
deviation of 12.16. Ages ranged from 19 to 67. Females 
made up 61.7% of the sample, and males 38.3%. In terms 
of level of mental retardation, 84.9% were diagnosed with 
mild, 12.9% with moderate, 1.1% with severe, and 1.1% 
with profound.
Almost 98% of these individuals could communicate 
independently, while 1.1% needed some assistance, and
1.1% could communicate only through others. Looking at 
mobility, 98.9% could move about on their own and 1.1% 
needed some assistance. In terms of region, 11.7% 
resided in the north, 71.3% in the south, euid 17% lived 
in rural areas. For 74.5% of individuals it was their 
first interview and for 25.5% it was their second.
State group. Complete data for 65 individuals was 
available for those residing in the state institutional 
environment. Ages ranged from 7 to 59, with a mean of 32 
and a standard deviation of 10.1. Females made up 33.3% 
of this group, and males comprised 66.7%. Levels of 
disability were as follows: 21.5% mild, 15.4% moderate,
15.4% severe, and 47.7% profound.
In terms of communication, 34.9% of those living in 
state institution environments were able to communicate 
independently, 19% needed some assistance, and 46% of 
these individuals could communicate only through others.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
35
Table 5
Residence
Group Home SLA State
Total # in sample 112 89 65
Age
Mean 32.3 35.5 32
SD 11.87 12.16 10.07
Minimum 11 19 7
Maximum 66 67 59
% of Sample 
Gender
Female 36.0 61.7 33.3
Male 64.0 38.3 66.7
Disability level
Mild 23.0 84.9 21.5
Moderate 41.6 12.9 15.4
Severe 23.9 1.1 15.4
Profound 11.5 1.1 47.7
Communi cat i on
Independently 58.3 97.9 34.9
With assistance 18.3 1.1 19.0
Only w/assistance 23.5 1.1 46.0
Mobility
Independently 91.3 98.9 84.6
With assistance 4.3 1.1 9.2
Only w/assistance 4.3 6.2
Region
North 8.7 11.7 22.7
South 89.6 71.3 77.3
Rural 1.7 17.0
Interview #
1 63.5 74.5 63.6
2 33.9 25.5 34.8
3 2.6 1.5
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Almost 85% of these individuals could move about 
independently, 9.2% needed some assistance, and 6.2% were 
only mobile when moved by others. In terms of region, 
22.7% resided in the north, and 77.3% in the south. For 
63.6% of individuals residing in state institutions, 
their first interview was utilized, for 34.8% their 
second interview was looked at, and for 1.5% the third 
interview was used.
Measures
Psychometric data. The Outcome Based Performance 
Measures were developed during focus groups and 
individual meetings conducted by the Accreditation 
Council with individuals with various disabilities. The 
purpose of these meetings was to identify what was most 
important to individuals with limitations (ACD, 1993b). 
Field tests to ensure reliability and validity were 
conducted at nine sites in the United States and Canada, 
applying the measures to one hundred individuals. At 
eight of the sites, reviewers conducted inter-rater 
reliability studies by independently applying the 
Outcomes and calculating agreement. The interrater 
reliability was .82. To demonstrate construct validity, 
a preliminary factor analysis with 100 participants 
indicated that the 30 outcomes loaded onto seven factors 
cuid that these accounted for 60% of the variance (ACD, 
1993a). The most recent data available from ACD (Gardner 
et al., in press) also resulted in the extraction of
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seven factors accounting for 57% of the variance. In 
addition, six items were deleted from the instrument 
after the latter factor analysis.
Measures of predictor variables. Data on predictor 
variables was gathered using the Outcome Based 
Performance Measures developed by the Accreditation 
Council on Persons with Disabilities. It is a semi­
structured interview consisting of 30 outcome areas that 
are important to the overall quality of life. Various 
objective criteria and subjective life domains were 
looked at. These included personal goals, choice, social 
inclusion, relationships, rights, health, environment, 
and overall satisfaction. It was determined if the 
outcomes of these variables were present or absent, being 
scored on a 1 or 0 basis.
Personal goals are represented by Outcomes 1 and 2. 
Personal goals are defined as desired change in one's 
life, or as something that is important for persons to 
have or achieve. These goals are also specified as being 
broader than behavioral aims. In order for this outcome 
to be present, the individual's goals must also be 
vigorously explored, and supports afforded to the person 
must focus on the advancement of these goals. Common 
question areas would include changes the person would 
like to see in their lives in the future and items or 
activities the person is saving up for (i.e. getting 
married, moving into one's own apartment, going on
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vacation, buying a new stereo). Outcome 1 investigates 
the area of choosing personal goals.
Outcome 2 seeks to identify if people realize 
personal goals. These are "personal milestones" (ACD, 
1993a) that are meaningful attainments for the person.
In order for this outcome to be present, the individual 
must have realized at least one goal in the last three 
years.
Outcomes 3 through 7 deal with the issue of choice. 
Outcome 3 investigates whether people choose where and 
with whom they live. In order for this outcome to be 
present, the individual's preferences must have been 
elicited. It is imperative that the person be presented 
with an array of options of where and with whom to live. 
Satisfaction with options and results are also assessed 
to determine the presence or absence of this outcome.
Outcome 4 looks at the person's choice in his or her 
place of employment. Again, preferences must be elicited 
cUid the person must be presented with a variety of 
options. Work is defined as including training, 
volunteer endeavors, and retirement activities. For 
preadolescent children, the outcome is present as long as 
they are in school. For those in high school, some 
vocational training must be available for this outcome to 
be present.
Outcome 5 represents the domain of choice in 
relation to free time. People should be able to choose
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and plan activities in their free time. If needed, 
supports and training should be available to cultivate 
interests and participate in activities. An individual 
should have a variety of options from which to choose if 
this outcome is to be considered present.
Outcome 6 investigates if people choose services.
For this outcome to be present, options must be 
presented, supports must be individualized for each 
person, and assistance in decision making must be 
provided (if necessary). Some common types of services 
examined are physician, dentist, banking, and barber.
Outcome 7 explores people's involvement in choosing 
their daily routine. For example, some of the activities 
examined include work, relaxation activities, sleep, and 
meals. Again, a variety of options must be offered, 
preferences must be elicited, and training in making 
choices must be available. Other areas to inquire into 
are how much control the individual has over his or her 
schedule, and how differences in choice are resolved 
(i.e. in a group home setting).
Outcomes 8 through 10 represent the area of social 
inclusion. Outcome 8 explores the extent to which the 
individual participates in the community. In order for 
this to be present, accessibility to a wide variety of 
activities in the community should be available to the 
individual. A person with little experience in community 
ventures may require support and exposure to different
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pursuits. The person should also choose the activities 
and the degree to which he or she participates. Common 
areas to question include what kinds of activities does 
the person like to participate in, is there anything that 
they used to do that they would like to do now, and what 
new things might they like to try.
Interaction with members of the community is 
addressed by Outcome 9. Opportunities should be provided 
for persons to meet others who are not affiliated with 
the organization and who do not have disabilities.
Again, the person should decide his or her degree of 
contact, and supports should be provided if needed (i.e. 
social skills training, transportation). Social 
involvement that occurs during work counts towards this 
outcome, as do opportunities provided by family and close 
friends.
Outcome 10 explores that social roles people 
perform. These should be decided by the person, and the 
individual should be recognized to perform that role 
along with its responsibilities. Common areas to inquire 
about are roles related to family, work, clubs, group 
activities, auid community organizations.
Outcomes 11 through 13 categorize the area of 
relationships. Friendships are represented by Outcome
11. Friendships are defined as "voluntary relationships 
with others that provide emotional support and enjoyment" 
(ACD, 1993a). Staff and family members are excluded from
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this category. In order to achieve this outcome, 
existing friendships must not be interfered with, and 
support (i.e. transportation, assistance with telephone 
calls) is given to make and maintain new relationships, 
in accordance with the individual's desires.
Outcome 12 evaluates people's connections to natural 
support networks. These include nuclear and extended 
family members, as well as close friends. Alternate 
support networks, such as extensive involvement with 
members of one's church, could qualify for this outcome 
as well. Organizations should encourage contact with the 
family (i.e. transportation, phone calls, opportunities 
to meet) unless the individual prefers otherwise. If the 
person has no natural support network, then the outcome 
is present.
Outcome 13 represents the variable of intimate 
relationships. The need for intimacy is satisfied 
differently for different individuals, and is not solely 
fulfilled by sexual contact. It may be sharing and 
closeness on an emotional and/or intellectual level, and 
involves trust and understanding. If evaluations have 
been conducted and supports are available (i.e. training, 
sex education, transportation, opportunities to meet 
others ), auid the person does not wish to have 
relationships of this nature, the outcome is present.
Rights issues are represented by the Outcome items 
14 through 15. Outcome 14 is to ensure that persons
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exercise the same rights as other members of society. 
Common areas to examine are voting, maintaining one's own 
money, using the phone whenever one wants, and smoking.
If the individual does not wish to exercise a particular 
right, and the organization has provided encouragement 
and opportunity to do so, the outcome is present. The 
presence of any limitations (except those by 
guardianship) cause the outcome to not be present. Also, 
children are not necessarily granted the same rights as 
adults.
Outcome 15 denotes the variable of due process. A 
limitation on a person's rights should be considered an 
impermanent proposition. The service organization should 
aspire to reduce the restriction with supports to 
increase abilities. Rights that are limited that require 
due process include least restrictive treatment smd 
environment and access to personal possessions. If there 
is no restriction of rights, then the outcome is present.
Outcome 16 explores whether or not individuals are 
free from abuse or neglect. Abuse consists of verbal, 
physical, sexual, and psychological characteristics. If 
there were no allegations or allegations were 
investigated and found to be not true, then the outcome 
is present. If the allegations are true, yet the 
organization instituted a procedure that allowed the 
person to become free from the experience (i.e. 
counseling), then the outcome is present.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
43
Dignity and respect are examined through Outcomes 17 
through 20. Outcome 17 deals with the variable of 
respect. A wide variety of factors need to be considered 
in relation to this outcome. These include caretakers' 
attitudes towards the individual, undue attention drawn 
to a person's disability, and talking about the person in 
his or her presence. Respect is reflected by 
sensitivity, high expectations for people, challenging 
activities, and involvement in decisions about one's 
life. Personalization of services to the individual's 
needs and desires is a key factor. However, an isolated 
example of a disrespectful practice does not necessarily 
cause the outcome not to be present.
Assessing whether people have time, space and the 
opportunity for privacy is considered under Outcome 18. 
The need for privacy is different for everyone, and 
personal preferences must be determined. It is important 
that an individual has a place to be by themselves where 
his or her activity is private, including being able to 
visit with friends alone. Organizations should seek to 
provide this, especially in group living situations. An 
individual's preference of staff assistance with hygiene 
need also be considered under this variable.
Outcome 19 examines whether or not people have and 
keep personal possessions. In order for this outcome to 
be present, the person must have direct access to all
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personal possessions. This may include money if the 
individual sees it as one of their belongings.
Outcome 20 explores the release of personal
information. In order for this to be present, it must be 
ensured that information about people is not shared 
without their direct consent. This includes considering 
an individual's record as personal property. Access to 
personal information should be confined to staff who need 
it and to others as indicated by the person or legal 
guardian. Posting of personal information and informal 
verbal sharing of information need also be considered.
Health and related services are investigated with
Outcomes 21 and 22. Outcome 21 considers whether or not
people have health care services. This includes having 
access to the same variety and quality that is available 
to others in the community. The types of preventions and 
interventions should match professionals' recommendations 
based on age, gender, and health risks (i.e. pelvic and 
prostate examinations, mammograms).
Outcome 22 involves people having the best possible 
health. "Best possible health" is defined on an 
individual basis for each person, taking into 
consideration his or her singular attributes, as well as 
their satisfaction with their health status.
Satisfactory health status could be maintained by 
prevention or effective management of an ailment. 
Medication effectiveness and subsequent side effects must
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
45
also be taken into consideration. In order for the 
outcome to be present, individuals must be advised of 
their medical issues, treatments, and offered training 
for the self-administration of medications.
Individuals' environments are considered under 
Outcomes 23 through 25. The variéüale of a safe 
environment is addressed under Outcome 23. Included here 
are work, living, and leisure environments. These must 
meet the same standards for safety and cleanliness as the 
rest of the community, including fire, health, and 
environmental safety. Relevant issues are knowledge of 
what to do in case of emergency (or if they cannot 
evacuate on their own, do they have assistance), and 
feeling safe in his or her neighborhood, job site, and in 
using public transportation.
Outcome 24 looks at the people's access to and 
adaptations to facilitate their use of environments. In 
order for this outcome to be present, people must not be 
limited in what they can do because of lack of 
modifications or equipment, or because of the 
organization's rules. Questions to ask would include are 
there any doors or cupboards locked in the home, can the 
person access food and drink items whenever they want, 
and can they take a nap at any time.
Outcome 25 questions whether or not a person lives 
in and integrated environment. This encompasses living, 
working, and taking part in leisure activities in the
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same environment as other members of the community. 
Integration should provide opportunities for contact with 
a broad array of experiences. However, the individual's 
preferences and choices should demarcate the specific 
environments.
Outcomes 26 to 28 deal with people's security. The 
variable of economic resources are explored under item
26. Adequate means should cover the fundamentals of 
food, clothing, shelter, transportation, and leisure 
activities. The procedure to assist the person gain 
adequate monetary sustenance should be tailored to the 
individual.
Outcome 27 deals with people having insurance to 
protect their resources. This includes health, life, 
property, unemployment, and disability insurance. If the 
person has few or no personal assets, then property 
insursuace may not be necessary, and the outcome may be 
present.
The variable of continuity and security is addressed 
by Outcome 28. The idea here is that people's lives are 
minimally disrupted by services and organizational 
policies. Changes should be considered in light of how 
it would impact the person. Common areas to explore are 
limits on a person's living and work situations, staff 
turnover, and who determines changes in the person's 
life. The outcome is present if numerous changes in the 
person's life circumstance are due to personal choice.
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Overall satisfaction with services is investigated 
with Outcome 29. It is assessed whether or not services 
people are provided with correspond to their needs and 
goals. Common areas to explore are what does the person 
like and dislike about the services, and what was done if 
dissatisfaction was expressed. This outcome must take 
into consideration Outcomes 1 through 28, and weigh what 
is or is not being done to help meet the individual's 
needs and wants.
Overall life satisfaction is sampled with Outcome
30. This is a subjective evaluation made on the part of 
the interviewer, based on information on the previous 29 
Outcomes. Outcome 30 was used only in the factor 
analysis that attempted to replicate the findings of ACD. 
In subsequent analyses it was omitted, as a subjective 
measure of life satisfaction on the part of the 
participant was used.
Measure of predicted variable. The life 
satisfaction measure was one question that was composed 
of five faces on which the expression ranged from a large 
smile to a large frown (see Appendix A). These faces 
were designed to correspond to reports of being very 
satisfied, somewhat satisfied, neither satisfied nor 
dissatisfied, somewhat dissatisfied, and very 
dissatisfied with one's overall life situation. The 
question was posed as "Which of these faces best 
expresses how you feel about your life as a whole?"
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Interviewers. A total of three graduate students 
were hired by the University, trained to conduct the 
interviews, and paid to collect the data. Two graduate 
students at the University of Nevada at Las Vegas (one of 
whom is the author of this study) conducted the 
interviews in the southern region (Las Vegas area). The 
author of the present study collected approximately 40% 
of the data used. One graduate student at University of 
Nevada-Reno conducted interviews in the northern and 
rural regions of the state (Reno, Carson City, and 
elsewhere). Interviewers attended a four-day training 
session conducted by ACD. Interviewers were introduced 
to the instrument through lecture and then conducted 
initial interviews while being supervised by the trainer. 
Subsequent interrater reliabilities were calculated, and 
the trainee was debriefed and given feedback on 
performance.
Periodic retraining and reliability checks were 
conducted every three months. A certified trainer from 
ACD observed while interviews were conducted. The 
interviewer and trainer calculated Outcomes separately, 
and percent agreement was calculated. In addition, 
interviewers were debriefed, going over any questions of 
discrepancies and discussing any issues that may have 
arisen during past interviews.
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Procedure
To schedule the interviews, first contact was 
usually made with the individual's care provider. The 
care provider made the determination whether or not the 
individual made their own appointments. If not, the 
appointment was scheduled through the care provider. A 
meeting time and place was arranged.
Interviews took place in a private room in the 
individual's home or workplace. The interviews were held 
with the participants alone. If the interviewer 
determined that the individual needed assistance in 
communication, a person who knew the person well and who 
was sensitive to how the person expresses likes and 
dislikes, preferences, etc. helped with the interview.
Any necessary follow-up was conducted with parents, 
social workers, program coordinators, and record reviews 
to ensure thoroughness and accuracy of information.
It was explained to each participant that the 
investigation was a state-conducted study on the quality 
of life cind satisfaction with services of persons with 
mental handicaps who receive Medicaid benefits. ACD 
provided the interviewer with sêunple questions for the 
person and for someone who knows the person best.
Ease of conversation and comfort of the participant 
were considered essential. If people other than the 
individual were facilitating communication, they were 
reassured that the interview was not an evaluation of the
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care provider and that all information was for the 
benefit of the consumer. If the individual could not 
rate his or her own life satisfaction (did not understand 
the question), the question was posed to the person who 
was helping with the interview, e.g. which of the five 
faces would best describe the individual's satisfaction 
with his or her current life situation.
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RESULTS
Interrater Relicüailitv
Every three months interviews were conducted to 
evaluate the interrater reliad>ility of the interview 
process of this study. Interviews were conducted by both 
an interviewer and a trainer from ACD, and rated 
separately. Level of agreement was calculated to be 
between 82% and 95% each time, with am. average of 89% 
agreement.
Means and Standard Deviations of Outcomes
Table 6 presents the means end SD ' s for the Entire 
group. Satisfaction Score group, Mild/Moderate group, and 
Severe/Profound group. Outcome 16 (freedom from abuse) 
had notably high means and little variability for these 
groups. Outcome 20 (personal information) showed a 
relatively high mean as well. Overall, the means and 
standard deviations for the Entire and Satisfaction Score 
groups are highly similar, with no significant 
differences noted.
51
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Table 6
Outcome Means and Standard Deviations for Entire. 
Satisfaction Score, MiId/Moderate, and Severe/Profound 
Groups
Outcome
Entire Satisf. MI/MO SV/PR
M SD M SD M SD M SD
1 .44 .50 .44 .50 .50 .50 .25 .44
2 .63 .48 .64 .48 .67 .47 .54 .50
3 .27 .44 .25 .43 .31 .46 .08 .28
4 .19 .39 .15 .36 .18 .39 .08 .28
5 .74 .44 .86 .35 .86 .35 .83 .36
6 .10 .31 .09 .28 .12 .32 .01 .11
7 .54 .50 .48 .50 .62 .49 .11 .31
8 .76 .43 .79 .41 .85 .36 .63 .49
9 .46 .50 .44 .50 .50 .50 .27 .45
10 .55 .50 .57 .50 .66 .46 .35 .48
11 .67 .47 .73 .44 .81 .39 .56 .50
12 .60 .49 .58 .50 .68 .47 .33 .47
13 .55 .50 .60 .49 .65 .47 .46 .50
14 .29 .46 .26 .44 .33 .47 .06 .24
15 .59 .49 .61 .49 .69 .47 .43 .50
16 .92 .27 .92 .28 .91 .29 .94 .24
17 .67 .47 .75 .44 .76 .43 .71 .45
18 .71 .45 .67 .47 .73 .44 .55 .50
19 .56 .50 .47 .50 .49 .50 .35 .48
20 .94 .23 .97 .18 .96 .20 .98 .15
21 .83 .38 .80 .40 .79 .41 .80 .40
22 .73 .44 .71 .45 .73 .44 .63 .49
23 .85 .35 .87 .34 .88 .33 .87 .34
24 .75 .43 .75 .43 .84 .37 .55 .50
25 .24 .43 .24 .43 .33 .47 .02 .15
26 .80 .40 .78 .42 .77 .42 .75 .44
27 .74 .44 .74 .44 .64 .48 .95 .21
28 .86 .35 .88 .33 .87 .34 .89 .31
29 .74 .44 .73 .44 .76 .43 .68 .47
30 .77 .42 .80 .40 .84 .37 .69 .47
Satisfaction Satisf MI/MO SV/PR
Scores
M SD M SD M SD
4.25 1.08 4.40 1.02 3.87 1.17
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An examination of Table 6 indicates that the scores 
for the Mild/Moderate group are quite similar to those 
for the Entire and Satisfaction Score groups. However, 
the means and SD ' s for the Mild/Moderate group appear to 
be slightly higher for the majority of Outcomes.
Furthermore, data in Table 6 indicates that the 
means and SD ' s for the Severe/Profound group were 
considerably lower than the Mild/Moderate group for the 
majority of Outcomes. The largest difference was for 
Outcome 7 (choose routine), with the Mild/Moderate group 
having a higher mean. There were some exceptions, 
however. A few Outcomes had basically the same mean for 
the Mild Moderate and Severe/Profound groups. These were 
as follows: Outcomes 5 (free time), 17 (respect), 20
(personal information), 21 (health services), 23 
(safety), 26 (economic resources), and 28 (continuity).
A notable difference was identified with regard to 
Outcome 27 (insurance) having a considerably higher mean 
for the Severe/Profound group.
Table 7 shows the means and SD's for all 30 
Outcomes for the groups divided by type of residence. 
Overall, it was indicated that the scores for those in 
the SLA group were higher than those in the Group Homes 
group, which in turn were higher than the State group. 
There was some deviation to this pattern, however. Means 
for Outcomes 8 (community participation), 20 (personal 
information), 23 (safety), and 28 (continuity) were
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Table 7
Outcome Means and Standard Deviations for Participants 
Divided bv Residence
Outcome
Group Home SLA State
M SD M SD M SD
1 .27 .45 .71 .46 .26 .44
2 .64 .48 .71 .46 .47 .50
3 .14 .35 .47 .50 .00 .00
4 .13 .34 .22 .42 .05 .21
5 .88 .33 .97 .18 .65 .48
6 .04 .18 .22 .42 .00 .00
7 .30 .46 .89 .31 .12 .33
8 .87 .34 .82 .39 .56 .50
9 .34 .48 .67 .47 .20 .40
10 .50 .50 .73 .44 .36 .49
11 .73 .45 .84 .37 .59 .50
12 .47 .50 .78 .42 .39 .49
13 .60 .49 .70 .46 .46 .50
14 .11 .32 .48 .50 .08 .27
15 .55 .50 .76 .43 .45 .50
16 .95 .22 .94 .25 .86 .35
17 .74 .44 .82 .39 .68 .47
18 .57 .50 .96 .20 .49 .50
19 .26 .44 . 66 .48 .39 .49
20 .99 .09 .96 .20 .92 .27
21 .82 .39 . 66 .48 .89 .31
22 .75 .44 .62 .49 .70 .46
23 .97 .16 .85 .36 .77 .42
24 .77 .43 .97 .18 .46 .50
25 .08 .28 .54 .50 .02 . 12
26 .78 .41 .73 .44 .79 .41
27 .90 .30 .33 .47 .97 . 17
28 .93 .26 .87 .34 .76 .43
29 .75 .43 .77 .42 .62 .49
30 .88 .33 .83 .38 .58 .50
Satisfaction Group Home SLA State
Scores
M SD M SD M SD
4.37 .99 4.54 .81 3.63 1.27
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slightly higher for the group homes group, with the SLA 
group being next highest, and the State group being the 
lowest. The means for Outcome 22 (best possible health) 
was slightly higher for the group homes group, followed 
by the State and SLA groups. Interestingly, means for 
Outcomes 26 (economic resources) and 27 (insurance) were 
notably higher in the State group, followed by Group 
Homes and SLA's.
Examination of the means for the satisfaction rating 
(five faces) in Table 6 shows that people in the 
Mild/Moderate group were generally more satisfied with 
their lives (mean = 4.40) than were those in the 
Severe/Profound group (mean = 3.87). In addition, an 
examination of means in Table 7 indicates that people in 
SLA's had the highest satisfaction ratings, followed by 
those in group homes (mean = 4.37), and then those 
residing in the state institution environments (meaui = 
3.63).
Factor Analvses
Entire sample with 30 Outcomes. Data from all 30 
outcomes of 448 interviews with individuals who had been 
diagnosed with mental retardation were factor analyzed 
using SPSS-PC. A Principle Components extraction and a 
Varimax rotation was used. Nine factors were extracted 
with Eigenvalues over 1 that explained 55.7% of the 
variance. A minimum factor loading of .40 was used to 
determine interpretability of a variaüole for a factor.
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The rotated factor matrix is shown in Table 8. All 30 
items loaded onto one of the 9 factors except for Outcome 
30, "People are satisfied with their life situations."
The nine factors said their related variables are listed 
in Table 9. Variables are ordered by size of loading to 
facilitate interpretation, with more weight given to 
those near the top.
In order of strength of loadings. Factor 1 was 
composed of Outcomes 15 (due process), 14 (rights), 6 
(choose services), and 3 (choose residence). These 
seemed to tap the construct of Rights. Factor 2 was 
composed of Outcomes 13 (intimate relationships), 10 
(social roles), 12 (natural support networks), and 11 
(friends). These seemed to tap the more general concept 
of Affiliation. Factor 3 was comprised of Outcomes 18 
(privacy), 7 (routine), and 19 (possessions). These 
appeared to represent the construct of Autonomy. Factor 
4 was composed of Outcomes 2 (achieve goals), 4 (choose 
work), 9 (community interaction), 1 (choose goals), and 
25 (integrated environments). These seemed to tap the 
more general construct of Attainment. Factor 5 was 
constituted by Outcomes 8 (community participation), 24 
(use of environments), and 5 (free time). These appeared 
to tap the more general concept of Freedom. Factor 6 was 
comprised of Outcomes 21 (health care services) and 22 
(best possible health), demonstrating a general construct 
of Health. Factor 7 was composed of Outcomes 16 (freedom
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Table 8
Rotated Factor Matrix for Entire Sample Using 30 Outcomes
(N = 448)
Outcome Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
1 -.00 .29 .31 .50* -.12
2 -.00 -.07 .07 .69* .26
3 .42* .24 .25 .32 .11
4 .18 .08 .02 .69* —. 06
5 .20 .30 .05 -.03 .46*
6 .46* .09 .09 .27 .12
7 .21 .24 .60* .13 .20
8 .08 .04 -.04 .21 .75*
9 .20 .23 .20 .51* .28
10 .13 .64* .06 .21 .24
11 .09 .49* -.03 .08 .47*
12 .32 .57* .22 —. 08 .00
13 -.03 .73* -.03 .14 .03
14 .70* .10 .24 .26 —. 06
15 .72* .08 -.04 -.01 .15
16 .10 .01 .04 .02 -.14
17 .11 .11 -.02 .01 .12
18 -.01 -.03 .67* .15 .04
19 .31 -.14 .52* .17 .06
20 .06 -.16 -.30 .09 .11
21 .04 -.01 —. 06 -.04 -.11
22 .11 .01 -.05 -.03 .11
23 -.08 -.06 -.03 .03 .11
24 .02 .08 .43* -.03 .63*
25 .37 .16 .32 .41* .20
26 .13 .01 —. 06 -.04 .11
27 -.31 -.11 -.40 -.02 -.10
28 .15 .06 .02 -.02 .06
29 .41* .23 .17 .07 -.09
30 -.12 .19 .29 -.01 .14
Note. * indicates .40 factor loading cutoff.
(table continues)
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Table 8, continued
Outcome Factor 6 Factor 7 Factor 8 Factor 9
1 -.16 .03 -.03 -.07
2 -.01 .07 .10 .15
3 — . 06 -.16 .07 -.23
4 .03 -.05 .05 —. 06
5 -.15 .18 .26 —. 16
6 .15 .05 -.19 —. 33
7 -.06 -.06 —. 06 -.07
8 .06 -.02 -.04 .13
9 .02 .11 -.13 -.23
10 .25 -.02 .08 -.12
11 .00 .03 .11 —. 08
12 .02 .04 .01 .06
13 -.05 -.01 .00 .02
14 .08 -.07 .13 .08
15 .05 .13 .16 .10
16 -.02 .71* —. 08 .18
17 -.12 .59* .36 -.23
18 -.02 .12 .08 -.16
19 .07 -.24 -.12 .16
20 -.00 -.09 .55* -.28
21 .83* -.01 .03 .09
22 .82* .10 .00 .04
23 .19 .63* —. 06 —. 06
24 -.02 .00 .11 -.01
25 -.09 .04 -.13 -.20
26 .12 .02 .01 .77*
27 .12 — . 06 .10 .49*
28 .02 .00 .69* .17
29 .46* .05 .48* .09
30 .28 .31 .36 .01
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Table 9
Factors cuid Variables for Entire Sample Using 30 Outcomes
(N = 448)
Factor 1 Rights
15- People are afforded due process if rights are 
limited.
14. People exercise rights.
6. People choose services.
3. People choose where and with whom they live.
Factor 2 Affiliation
13. People have intimate relationships.
10. People perform different social roles.
12. People remain connected to natural support 
networks.
11. People have friends.
Factor 3 Autonomy
18. People have time, space and opportunity for 
privacy.
7. People choose their daily routine.
19. People have and keep personal possessions.
(table continues)
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Table 9, continued 
Factor 4 Attainment
2. People realize personal goals.
4. People choose where they work.
9. People interact with other members of the 
community.
1. People choose personal goals.
25. People live in integrated environments.
Factor 5 Freedom
8. People participate in the life of the community.
24. People use their environments.
5. People decide how to use their free time.
Factor 6 Health
21. People have health care services.
22. People have the best possible health.
Factor 7 Safety
16. People are free from abuse and neglect.
23. People are safe.
17. People are respected.
Factor 8 Services
28. People experience continuity and security.
20. People decide when to share personal information.
29. People are satisfied with services.
Factor 9 Resources
26. People have economic resources.
27. People have insurance to protect their resources.
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from abuse), 23 (safety), and 17 (respect). These seemed 
to represent the more general notion of Safety. Factor 8 
is comprised of Outcomes 28 (continuity), 20 (sharing 
personal information), and 29 (satisfaction with 
services). These were deemed to represent the construct 
of Services. Factor 9 was composed of Outcomes 26 
(economic resources) and 27 (insurance), which seemed to 
tap the construct of Resources. Outcome 30 (life 
satisfaction), which is identical to the predicted 
variable, did not load onto any of the nine factors.
Two of the 29 variables loaded onto more than one 
factor and thus are indicated to be complex. Outcome 24 
("People use their environments") loaded onto Factor 4 
(Attainment) and onto Factor 5 (Freedom). Outcome 29 
("People are satisfied with services") loaded onto Factor 
1 (Rights), Factor 6 (Health), and Factor 8 (Services).
ACD replication. In order to best replicate the 
factor structure obtained by ACD in their 1997 factor 
analysis, this author deleted the six Outcomes that ACD 
did. Data for the remaining 24 Outcomes was utilized. 
Outcomes 5 (free time), 15 (due process), 19 (personal 
possessions), 21 (health care services), 26 (economic 
resources), and 27 (insurance) were omitted. The 
remaining 24 Outcomes were analyzed using SPSS-PC. A 
Principle Components extraction and a Varimax rotation 
was used. Seven factors were extracted with Eigenvalues 
over 1, which explained 52.6% of the total variance. A
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minimum factor loading of .40 was used to determine 
interpretability of a variable for a factor. The rotated 
factor matrix is shown in Table 10. All 24 items loaded 
onto one of the 7 factors. The seven factors and their 
related variables are listed in Table 11. Variables are 
ordered by size of loading to facilitate interpretation, 
with more weight given to those near the top.
In order of strength of loadings. Factor 1 was 
composed of Outcomes 4 (choose work), 25 (integrated 
environments), 14 (rights), 9 (community interaction), 6 
(choose services), 3 (choose residence), 2 (realize 
goals), and 1 (choose goals). These seemed to tap the 
construct of Attainment/Choice. Factor 2 was composed of 
Outcomes 13 (intimate relationships), 10 (social roles),
11 (friends), euid 12 (natural support networks). These 
seemed to tap the construct of Affiliation. Factor 3 was 
composed of Outcomes 22 (best health), 29 (service 
satisfaction), and 30 (life satisfaction). These seemed 
to tap the construct of Satisfaction. Factor 4 was 
composed of Outcomes 18 (privacy) and 7 (routine), and 
seemed to represent the construct of Autonomy. Factor 5 
was composed of Outcomes 8 (community participation) and 
24 (environments). These seemed to represent the 
construct of Freedom. Factor 6 was composed of Outcomes 
16 (freedom from abuse), 23 (safety), and 17 (respect). 
These seemed to represent the construct of Safety.
Finally, Factor 7 was composed Outcomes 20 (personal
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Table 10
Rotated Factor Matrix For Entire Sample Using 24 Outcomes
(ACD Replication, N = 448)
Outcome Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
1 .46* .13 -.01 .29 -.04
2 .51* -.18 .06 -.02 .37
3 .58* .26 .03 .22 .04
4 .67* -.05 -.08 -.04 -.02
6 .58* .15 .03 -.03 .06
7 .35 .22 .01 .58* .13
8 .15 .09 .07 -.05 .79*
9 .59* .20 .04 .17 .33
10 .31* .60* .35 .01 .21
11 .12 .59* .03 .02 .38
12 .18 .52* .30 .20 -.07
13 .11 .74* -.08 -.05 -.03
14 .60* .06 .27 .20 — • 12
16 .04 .02 .03 .03 -.16
17 .03 .20 -.05 .18 .05
18 .22 -.01 .07 .70* -.04
20 .05 -.03 — . 02 -.20 .07
22 .06 -.04 .69* -.25 .13
23 -.01 -.07 .18 -.05 .12
24 -.07 .15 .06 .51* .60*
25 .62* .17 -.09 .29 .17
28 -.10 .06 .37 .10 -.02
29 -.07 .11 .66* .10 -.06
30 -.05 .11 .51* .25 .14
Note. * indicates 
(tcüale continues)
.40 factor loading cutoff.
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Table 10, continued
Outcome Factor 6 Factor 7
1 .02 -.07
2 .05 .14
3 -.15 .10
4 -.02 .14
6 .11 -.10
7 -.07 -.10
8 -.04 -.01
9 .13 -.11
10 -.02 -.03
11 .06 .17
12 — . 06 -.15
13 .03 .05
14 -.15 .06
16 .71* —. 06
17 .56* .46*
18 .11 -.04
20 -.02 .71*
22 .11 -.17
23 .67* -.09
24 -.03 .08
25 .05 -.05
28 -.07 .57*
29 .01 .24
30 .27 .15
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Table 11
Factors and Va-r-i ahles for Entire Sample Using 24 Outcomes
(ACD Replication, N = 448)
Factor 1 Attainment/Choice
4. People choose where they want to work.
25. People live in integrated environments.
14. People exercise rights.
9. People interact with others in the community.
6. People choose services.
3. People choose where and with whom they live.
2. People realize personal goals.
1. People choose personal goals.
Factor 2 Affiliation
13. People have intimate relationships.
10. People perform different social roles.
11. People have friends.
12. People remain connected to natural support 
networks.
Factor 3 Satisfaction
22. People have the best possible health.
29. People are satisfied with services.
30. People are satisfied with their life situations.
( tcüble continues )
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Table 11. continued 
Factor 4 Autonomy
18. People are afforded time and space for 
privacy.
7. People choose their daily routine.
Factor 5 Freedom
8. People participate in community activities.
24. People use their environments.
Factor 6 Safety
16. People are free from abuse and neglect.
23. People are safe.
17. People are respected.
Factor 7 Services
20. People are decide when to share personal 
information.
28. People experience continuity and security.
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information) and 28 (continuity and security). These 
seemed to represent the construct of Informed Consent.
Two of the 24 Outcomes were complex, loading onto 
more than one factor. Outcome 17 ("People are 
respected") loaded onto Factors 6 (Safety) and 7 
(Informed Consent). Outcome 24 ("People use their 
environments") loaded onto Factors 4 (Autonomy) and 5 
(Freedom).
Satisfaction score group. In the third factor 
analysis, data were used only for those participants who 
had a measure of the predicted variable (life 
satisfaction), as measured by the five faces.
Approximately two-thirds of the total 448 subjects had a 
satisfaction score (N = 288). This factor analysis was 
then conducted with the first 29 outcomes, eliminating 
Outcome 30, "People are satisfied with their life 
situations. " This Outcome was deleted because it was 
similar to the predicted variable of life satisfaction.
In addition. Outcome 30 was not a subjective rating by 
the individual, but a determination made by the 
interviewer based on information from the previous 29 
Outcomes.
The remaining 29 Outcomes were analyzed using SPSS- 
PC. A Principle Components extraction and a Varimax 
rotation was used. Nine factors were extracted with 
Eigenvalues over 1, which explained 60% of the variance. 
The rotated factor matrix for this group is shown in
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Table 12. All of the 29 variables loaded onto one of the 
9 factors, using a minimum value of .40. These factors 
differed somewhat from the factors obtained in the first 
factor analysis and are listed with their affiliated 
variables (in order of strength) in TcLble 13.
Factor 1 was composed of Outcomes 14 (rights), 6 
(choose services), 25 (integration), 19 (possessions), 15 
(due process), 7 (choose routine), and 3 (choose 
residence). These seemed to tap the construct of Rights. 
Factor 2 was comprised of Outcomes 10 (social roles), 12 
(natural support networks), 13 (intimate relationships), 
and 11 (friends). These seemed to tap the general 
concept of Affiliation. Factor 3 was composed of 
Outcomes 21 (health care services), 22 (best possible 
health), and 29 (service satisfaction). This group of 
Outcomes seemed to represent the construct of Health. 
Factor 4 is made up of Outcomes 24 (environments) and 8 
(community participation). These seemed to represent the 
concept of Freedom. Factor 5 was composed of Outcomes 18 
(privacy), and a negative loading of 26 (economic 
resources) and 27 (insurance). These seemed to tap the 
construct of Privacy/Lack of Resources. Factor 6 was 
comprised by Outcomes 2 (realize goals), 4 (choose work),
9 (community interaction), and 1 (choose goals). These 
seemed to tap the construct of Attainment. Factor 7 was 
composed of Outcomes 16 (freedom from abuse), 23 
(safety), and 17 (respect). These appeared to represent
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Table 12
Rotated Factor Matrix for Satisfaction Score Group 
(N = 288)
Outcome Factor 1 Factor 2 Factor 3 Factor 4 Factor 5
1 .18 .21 -.20 -.03 .40
2 .10 -.06 -.01 .23 -.03
3 .49* .24 .02 .02 .06
4 .27 .21 -.02 -.07 -.07
5 .08 .13 -.02 .31 .07
6 .64* .13 -.03 .09 -.01
7 .53* .22 -.01 .33 .32
8 .05 .05 .11 .69* -.23
9 .32 .26 -.05 .24 .29
10 .14 .76* .17 .18 .01
11 .07 .46* .12 .43 -.09
12 .27 .67* -.03 .02 -.03
13 .03 .67* .02 -.04 .06
14 .79* .08 .13 -.10 .05
15 .54* .12 .03 .11 -.25
16 .05 .03 -.02 — . 18 -.07
17 .05 .14 -.13 .09 .24
18 .25 -.01 .03 .02 .67*
19 .57** -.18 .06 .06 -.02
20 .06 -.05 .00 -.03 -.04
21 -.03 .00 .87** -.10 -.10
22 .06 .04 .85** .05 -.15
23 -.10 -.03 .15 .16 .03
24 .17 .07 -.09 .75* .11
25 .63* .18 -.11 .21 .20
26 .17 .02 .16 .16 -.65*
27 -.50* -.09 . 15 -.32 -.50*
28 .04 .03 .14 -.05 -.07
29 .01 .38 .57** .11 .15
Note. * indicates .40 factor loading cutoff.
(table continues)
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Table 12. continued
Outcome Factor 6 Factor 7 Factor 8 Factor 9
1 .49* -.06 .00 -.34
2 .68* .05 .21 -.09
3 .33 -.18 .13 .09
4 .53* .04 -.15 .35
5 .08 .10 .62* .19
6 .06 .24 -.20 .24
7 .02 -.07 .08 -.16
8 .31 .02 .01 .03
9 .51* .15 -.15 .00
10 .17 .03 .04 -.06
11 .11 .04 .13 .05
12 -.08 -.02 .15 -.21
13 .05 .04 -.03 .10
14 .14 -.10 .14 .10
15 -.07 .12 .25 -.19
16 .06 .75* .11 -.21
17 -.05 .50* .48* .13
18 .10 .10 .05 -.21
19 .25 -.32 .02 -.12
20 -.04 -.05 .27 .74*
21 -.04 .00 .00 .01
22 — .06 .08 .02 .01
23 .04 .69* -.10 .09
24 -.10 -.01 .10 —. 08
25 .25 .06 -.02 -.01
26 —. 08 .07 .01 -.19
27 .23 —. 08 .06 -.03
28 .04 —. 06 .73* .05
29 .03 .01 .17 —. 02
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Table 13
Factors and Variables for Satisfaction Score Group 
(N = 288)
Factor 1 Rights
14. People exercise rights.
6. People choose services.
25. People live in integrated environments.
19. People have and keep personal possessions.
15. People are afforded due process if rights are 
limited.
7. People choose their daily routine.
3. People choose where and with whom they live.
Factor 2 Affiliation
10. People perform different social roles.
12. People remain connected to natural support 
networks.
13. People have intimate relationships.
11. People have friends.
Factor 3 Health
21. People have health care services.
22. People have the best possible health.
29. People are satisfied with services.
(table continues 1
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
72
(Table 13, continued)
Factor 4 Freedom
24. People use their environments.
8. People participate in the life of the community. 
Factor 5 Privacy/Lack of Resources
18. People have time, space and opportunity for 
privacy.
26. People do not have economic resources.
27. People do not have insurance to protect their
resources.
Factor 6 Attainment
2. People realize personal goals.
4. People choose where they work.
9. People interact with other members of the 
community.
1. People choose personal goals.
Factor 7 Safety
16. People are free from abuse and neglect.
23. People are safe.
17. People are respected.
Factor 8 Security
28. People experience continuity and security.
5. People decide how to use their free time.
Factor 9 Informed Consent
20. People decide when to share personal information.
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the more general notion of Safety. Factor 8 was 
comprised of Outcomes 28 (continuity) auid 5 (free time), 
which exemplified the construct of Security. Factor 9 
was composed of only Outcome 20 (personal information), 
and represented the concept of Informed Consent.
Again, two of the 29 items were complex, loading 
onto more than one factor. Outcome 27 ("People have 
insurance to protect their resources") negatively loaded 
onto Factor 1 (Rights) and Factor 5 (Lack of 
Resources).
Regression Analyses
Satisfaction score group. Factor scores obtained in 
the factor analysis for the satisfaction score group were 
then entered into a linear regression equation to 
determine the best predictors of life satisfaction 
among people with mental retardation. Results showed a 
strong relationship between life satisfaction and the 
factors (R = .48, F(9, 278) = 9.06, p < .00001), and 
indicated that these nine factors explained 23% of the 
variance. Results from the multiple regression analysis 
are summarized in Table 14. Eight of the nine factors 
were significant predictors of life satisfaction. Factor 
9, Informed Consent was not a significant predictor. The 
factors in order of strength of prediction were as 
follows: Security, Freedom, Affiliation, Safety, 
Attainment, Health, Privacy/Lack of Resources, and 
Rights.
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Table 14
of Satisfaction Score Group (N = 288)
Factor Beta T
1 Rights .13 2.39*
2 Affiliation .18 3.33***
3 Health .14 2.57**
4 Freedom .20 3.79***
5 Privacy/Lack of Resources .13 2.46**
6 Attainment .17 3.25***
7 Safety .17 3.30***
8 Security .21 4.04****
9 Informed Consent -.01 -.20
*p<.05 **p<.01 ***p<.001 ****p<.0001
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MiId/Moderate group. Factors obtained from the 
Satisfaction Score factor analysis were then entered into 
a linear multiple regression equation to identify the 
strongest predictors of life satisfaction for the 
Mild/Moderate group. Results showed that overall the 
predictors were strongly related to life satisfaction (R 
= .41, F(9, 186) = 4.04, p < .0001), and that they 
explained 17% of the variance. Results of the multiple 
regression are summarized in Table 15.
Four of the nine factors were significant. In order 
of strength, these were: Security, Safety,
Attainment, and Affiliation. Rights, Health, Freedom, 
Privacy/Lack of Resources, and Informed Consent were not 
significant.
Severe/Profound group. Factors were then entered 
into a linear regression equation to identify the 
predictors of life satisfaction for the Severe/Profound 
group. Results are summarized in Table 15. Results 
showed that these factors were strongly related to 
overall life satisfaction (R = .60, F(9, 73) = 4.63, p < 
.0001), and explained 36% of the variance.
Three of the nine factors significantly predicted 
overall life satisfaction. In order of strength, these 
were: Freedom, Security, euid Affiliation. Rights,
Health, Privacy/Lack of Resources, Attainment, Safety, 
and Informed Consent were not significant.
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Table 15
Multiple Regression for Predictors of Life Satisfaction 
for Sample Divided bv Disability Level
Mi Id/Moderate Severe/Profound
Factor Beta Beta
1 Rights .10 1.51 .13 1.04
2 Affiliation .15 2.25* .27 2,59*
3 Health .09 1.32 .17 1.65
4 Freedom .08 1.20 .35 3.07**
5 Privacy/Lack Res. .11 1.66 . 19 1.60
6 Attainment .17 2.51* .09 .85
7 Safety .19 2.79** .12 1.14
8 Security .22 3-23*** .30 3.04**
9 Informed Consent .08 1.25 -.19 -1.91
*p<.05 **p<.01 ***p<.001
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
77
State group. Factors were then entered into a
lineaur regression equation to obtain the predictors of
life satisfaction for individuals residing in the state 
institution environment (N = 65). Results showed that 
these factors were not significantly related to overall 
life satisfaction (R = .46, F(9, 55) = 1.66, p > .05).
This could have been due to the relatively small sample 
size of this subgroup, or to a lack of variability in the 
data.
Group Home group. Factors were then entered into a 
linear regression equation to obtain the predictors of
life satisfaction for individuals residing group homes (N
= 112). Results are summarized in Table 16. Results 
showed that these factors were strongly related to 
overall life satisfaction (R = .49, F(9, 103) = 3.53, p < 
.001), and explained 24% of the varicuice.
Two of the nine factors were significant. In order 
of strength, these were Safety and Attainment. Rights, 
Affiliation, Health, Freedom, Privacy/Lack of Resources, 
Security, emd Informed Consent were not significant.
Supported Living (SLA) group. Factors were then 
entered into a linear regression equation to obtain the 
predictors of life satisfaction for individuals receiving 
supported living services (N = 89). Results are 
summarized in Tcible 16. Results showed that these 
factors were strongly related to overall life
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satisfaction (R = .44, F(9, 80) = 2.11, p < .05), and 
explained 19% of the variance.
Two of the nine factors were significant. In order 
of strength, these were Health and Safety. Rights,0 
Affiliation, Freedom, Privacy/Lack of Resources, 
Achievement, Security, and Informed Consent were not 
significant.
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Table 16
Multiple Regression for Predictors of Life Satisfaction 
for Sample Divided bv Residence
Group Home SLA
Factor Beta T Beta
1 Rights .15 1.46 .12 1.00
2 Affiliation .19 1.97 .16 1.51
3 Health .14 1.54 .25 2.39*
4 Freedom .13 1.45 .14 1.15
5 Privacy/Lack Rs. .00 - .05 .21 1.86
6 Attainment .22 2.42* .08 .71
7 Safety .26 2.85** .25 2.11*
8 Security .15 1.60 .19 1.65
9 Informed Consent — .06 - .63 -.02 -. 22
*p<.05 **p< .01 ***p< .001
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DISCUSSION
Comparison to ACD's 1993 factor analysis
An examination of factor structures indicates few 
similarities between ACD's 1993 factor analysis and that 
of the present study that utilized all 30 Outcomes. The 
factor analysis in the present study obtained nine 
factors (Table 9), while in their study ACD forced their 
data into seven factors (Table 1).
Despite these differences, two factors were similar. 
Factor 4 (Attainment) in the present study was paralleled 
by Factor 3 in ACD's analysis. Factor 1 (Rights) in the 
present study was very similar to Factor 5 in ACD's 1993 
factor analysis. This may suggest that Factors 4 
(Attainment) and 1 (Rights) are stable.
Overall, the factor loading patterns made more 
intuitive sense in the present study than in ACD's study. 
This is likely due to the small sample they utilized (100 
individuals), relative to the large number of items 
factor analyzed (30). Differences could also have been 
due to different sample compositions, as ACD interviewed
80
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individuals with a variety of disabilities. The present 
study only examined data from individuals with mental 
retardation.
Comparison to ACD's 1997 fin press) factor analysis. 
The next portion of this study was an attempt to 
replicate ACD's reported factor structure (Gardner,
Nulder, & Chapman, in press). Similar procedures were 
utilized. Sample sizes were almost identical, as Gardner 
and colleagues utilized data from 447 individuals with 
discibilities, and the present study from 448 people with 
mental retardation. The same statistical program was 
employed (SPSS-PC with a Varimax rotation). Finally, the 
same six Outcomes were eliminated from the present study 
as in the ACD analysis. Comparisons made in Tcible 17 
indicate that the factor loading patterns were indeed 
very similar. Three factors for each study were almost 
identical, and the same factor names were appliceüble to 
both. These were Affiliation, Autonomy, and Attainment. 
Factor 1 (Attainment/Choice) in the present study 
paralleled a few of ACD's factors, because it contained 
so many items. This factor corresponded to the factors 
of Rights, Attainment, and Identity in the ACD study.
Other factors were similar as well. Factor 3 
(Satisfaction) in the present study was similar to the 
Health factor in ACD's study. Factor 7 (Safeguards) in 
ACD ' s study was comparable to the Satisfaction factor in 
the present study.
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Table 17
Comparison of Factor Loadings for ACD's Second Factor 
Analysis and Present Study
ACD Present
Outcome Factor
29 service satisf.
30 life satisf.
13 intimacy
3 choose residence
4 choose work
1 choose goals
FI (Identity)
.75
.74
.51
.44
.32
.32
FI (Attainment/ 
Choice)
( .07)
(.05)
(.11)
.58
.67
.46
20 personal info 
18 privacy 
2 4 env i ronments 
7 choose routine
F2 (Autonomy) 
.73 
.63 
.44 
.35
F4 (Autonomy) 
(-.20)
.70
.51
.58
23 Safety 
12 Networks 
(table continues)
F7 (Safeguards) 
.82 
.39
F3 (Satisfaction) 
(.18)
( .30)
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Table 17, continued
ACD Present
Outcome Factor
F3 (Affiliation) F2 (Affiliation)
11 friends .74 .59
9 commun. interact. .55 (.20)
10 social roles .51 .60
25 integration .42 (-.09)
17 respect .41 (-.05)
8 community partie. .40 (.07)
F4 (Attainment) FI (Attainment/
Choice)
5 choose services .66 .58
2 realize goals .64 .51
F5 (Rights) FI (Attainment/
Choice)
14 rights . 70 .60
F6 (Health) F3 (Satisfaction)
28 continuity . 75 (.37)
16 free/abuse .67 (.03)
22 health .30 .69
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ACD's decision to eliminate six Outcomes was 
generally supported by the present study. Outcome 22 
(health services) was considered to be a process of 
Outcome 21 (best possible health) by ACD. Results from 
the present study supported this contention in that 
Outcomes 21 and 22 consistently loaded onto the same 
factors in the factor analyses for the Entire and 
Satisfaction Score groups. In addition, these two items 
had some of the highest factors loadings in this study. 
This suggests that health information may be more 
parsimoniously reported by using one health score rather 
than two.
Gardner and associates deemed Outcome 15 to be a 
process rather than an outcome. This is supported in the 
present study; in the factor analyses for the Entire 
sample and the Satisfaction Score group. Outcome 15 (due 
process) loaded consistently with Outcome 14 (rights) 
with relatively high loadings. Finally, in their study 
ACD combined Outcome 5 (free time) with Outcome 7 
(routine); in the present study these consistently loaded 
onto the same factors using the .30 cutoff score that ACD 
used.
However, the last three omissions were not supported 
by the present study. Gardner et al. omitted Outcome 19 
(personal possessions) because it was present in over 90% 
of their sample; this was not true for the MR sample, as 
the relatively low means for Outcome 19 in Table 6 show.
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Outcome 26 (economic resources) was eliminated from their 
study because it was present in over 90% of their sample 
as well; the same was not evidenced here. Lastly,
Gardner and colleagues combined Outcome 27 (insurance) 
with Outcome 28 (continuity and security). Once again, 
these two Outcomes did not consistently load onto the 
same factors in the MR sample.
These divergent findings may have been due to the 
different sample compositions. The present study had a 
Scunple composed of persons whose major diagnosis was 
mental retardation. However, the persons interviewed by 
Gardner and colleagues varied in their disabilities. 
Although 80% of those individuals had mental retardation, 
the remainder of people suffered from autism, epilepsy, 
mental illness, and other disabilities.
The similarities between the two obtained factor 
structures suggest that the new instrument structure 
proposed by ACD (Gardner, Nudler, & Chapman, in press) is 
likely to be applicable to a population consisting of 
persons with mental retardation as their primary 
discüûility. Overall, it can be inferred that aspects of 
life that are important to people's quality of life are 
similar for those with different disabilities. Further 
research in this area could be done to pinpoint 
distinctions between people with different disabilities 
and their needs for quality of life.
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Comparison of factor structures. A comparison of 
the three factor analyses in the present study revealed 
that the factor structures are basically the same. In 
comparing the analysis with all 30 Outcomes to the 
analysis with 24 Outcomes, six of the factors were 
identical, and thus are indicated to be stable. These 
were Attainment, Affiliation, Autonomy, Freedom, Safety, 
cuid Services. In the factor structure obtained using 24 
Outcomes, a new factor of Satisfaction emerged, that 
encompassed Outcomes 29 and 30.
Predictors of Life Satisfaction
Satisfaction Score group. For the Satisfaction 
Score group, eight of the nine factors were significantly 
predictive of life satisfaction. Factor 9 (Informed 
Consent) was not significant.
Security was the strongest predictor of life 
satisfaction. This indicates that a sense of stability 
in one's life in the short- and long-term is important, 
especially for those who rely on others to meet their 
daily needs, and who may have limited input into 
decisions that affect their well-being. This supports 
the importcuice of perceived control over one's life found 
in previous studies among the general population (Andrews 
& Withey, 1976) and eunong people with other disabilities 
(Krause & Dawis, 1992; Nelson, Wiltshire et al., 1995).
The second strongest indicator was Freedom. This is 
universally accepted as important to one's sense of well­
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being; in this respect, individuals suffering from mental 
retardation are no different from other people.
The third strongest predictor of life satisfaction 
was Affiliation. Social support has been looked at 
extensively in other populations (Andrews & Withey, 1976; 
Diener, 1984; Menhert et al., 1990), and documented among 
individuals with mental retardation (Legault 1992;
Burchard, Gordon, & Pine, 1990; Burchard et al. 1992).
It has been found to be one of the strongest predictors 
of life happiness.
Safety was the fourth strongest predictor; this is 
under St andcd) ly necessary to one's life satisfaction, as 
it contains Outcome 16, "People are free from abuse and 
neglect." Attainment was the fifth strongest indicator 
which parallels results of studies with other 
populations, in that one's job was deemed to be important 
to life satisfaction (Diener, 1984; Menhert et al.,
1990). However, there is little information on the 
relationship of work and achievement to the life 
satisfaction of people with mental retardation, and 
should be explored further.
Health was the sixth strongest predictor of life 
satisfaction for this group. Much of past research with 
other populations has focused on perceived health, and 
found it to impact global well-being significantly 
(Diener, 1984; Spreitzer & Snyder, 1974). However, the 
measure of health in the present study was an objective
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one. It would be helpful to add a measure of perceived 
health in the future, so that comparisons with previous 
research could be made more readily.
Interestingly, Privacy/Lack of Resources was also a 
significant predictor of life satisfaction. This 
suggests that either privacy was important enough to 
override the lack of resources, or that a lack of 
resources was not significant enough to prevent this 
factor from predicting life satisfaction. The concept of 
privacy may be meaningful to people who rely on others 
for extensive care. Even individuals who are more 
independent have many intrusions in their personal lives, 
such as evaluations and care provider contact. An 
examination of the means and SD's of Outcomes 18, 26, and 
27 in Table 6 does not show a lack of variability in the 
data, that would cause this factor not to be a predictor.
Rights was the least important predictor of life 
satisfaction. The relatively low importance of this 
construct is interesting because rights (and restriction 
of rights) is something that is emphasized by care 
provider organizations, and is routinely addressed in 
interdisciplinary team meetings. However, subjective 
observations on the part of this author showed that many 
individuals did not often understand and/or know what 
their rights were (e.g., the right to vote).
Informed Consent was not a significant predictor of 
life satisfaction among this sample. This factor was
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composed of only one item. Outcome 20 (personal 
information), and therefore is low in validity and 
interpretability. The lack of significance could be 
explained by a lack of variability in the data (mean =
.94, SD = .23), or be due to a lack of awareness or 
understanding of this concept.
Mild/Moderate and Severe/Profound groups. Overal1, 
the predictors of life satisfaction for the Mild/Moderate 
and Severe/Profound groups were similar. Security and 
Attainment were significeuit for both.
There were differences between the groups as well. 
Safety was a significant predictor for the Mild/Moderate 
group only. In addition. Affiliation was significant for 
the Mild/Moderate group only. The meeins of the Outcomes 
contained in the Affiliation factor (10, 11, 12, and 13) 
show that the Mild/Moderate group had more relationship 
Outcomes present. It was observed by the author that 
often persons with more severe disabilities had less 
contact with family. It was also noted that for those 
with more severe disabilities and who did not communicate 
verbally and another person was responding for them, the 
person often had a difficult time identifying who that 
person's friends were. It may be that individuals who 
have more severe disabilities, and who are less likely to 
communicate verbally, have a different definition of 
intimacy and friendship. The needs and preferences of
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people with more severe developmental disabilities with 
regard to relationships should be further explored.
For the Severe/Profound group Freedom was the 
strongest predictor; it was not significsuit for the 
Mild/Moderate group. As seen from Table 6, the items 
contained in this factor had somewhat lower meauis and 
SD's than for the Mild/Moderate group. Perhaps Freedom 
was more valuable to these individuals because it was 
harder to come by, maybe due to more severe disabilities 
and more restrictions in living environments. It may 
have been more difficult for people with more severe 
disabilities to express their preferences and needs. 
Observation on the part of this author showed that 
preferences were not often elicited from people in this 
group.
Group Homes and SLA groups. Predictors of life 
satisfaction for individuals residing in group homes cuid 
receiving supported living services were similar. For 
both. Safety was significant. For those in group homes 
it was the strongest predictor, but only second in 
strength for the SLA group. This may be more important 
for individuals in group home settings who live with up 
to five or six others. People may be more likely to be 
involved in altercations (verbal or physical) in a more 
crowded environment. It was observed that safety was a 
primary concern on night shifts in homes where many
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people would need direct assistance in the event of an 
emergency, and only one staff person was present.
Attainment was a significant predictor for those in 
group homes but not for those in SLA's. Perhaps people 
in group living situations have less opportunities to 
make choices than those in SLA's. Table 7 shows that the 
means for those Outcomes (2, 4, 9, and 1) were somewhat 
higher for the SLA group. Personalization of services 
may be more difficult to achieve in a group living 
situation, where may people's preferences have to be 
taken into account. People living in SLA's had less 
direct contact with care providers, but it was all one- 
on-one interaction.
For the SLA group. Health was the strongest 
predictor of life satisfaction. It may be more difficult 
for individuals living on their own to make and keep 
appointments for health care because of having less 
direct care provider assistance than other groups. In 
addition, it was observed that dental services were c[uite 
difficult to obtain (as these were not covered by 
Medicaid insurance), and funds had to be requested from 
the State of Nevada. This lack of dental services was 
often the cause of health outcomes being ed)sent. An 
examination of Table 7 supports this contention, as the 
means for Outcomes 21 (health care services) and 22 (best 
possible health) were considerably lower for the SLA 
group.
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Limitations and Future Research
Various limitations were noted in this study, some 
of which were inherent in using this existing data base.
A major issue was the validity of the life satisfaction 
measure. Although measures similar to the five faces 
measure have been shown to be valid with the general 
population and among persons with other disabilities 
(Andrews & Withey, 1976; Baker & Intagliata, 1982), it 
has yet to be validated among people with mental 
retardation. In future studies, the validity could be 
facilitated by the addition of other measures of life 
satisfaction that have been validated with this 
population (e.g., Harner and Heal, 1993).
Another issue was that of external validity. All 
persons interviewed received services from the same 
state. Differences in service delivery may cause 
discrepancies among other groups of people with mental 
retardation.
With regard to the analyses used, less than optimal 
Sounple sizes were available for three of the six groups 
(Severe/Profound, group home, and SLA). The results also 
would have been enhanced by a larger sample of persons 
residing in the state institution environments, to 
examine how the community environments compared to those. 
Previous research generally indicates that people with 
mental retardation are happier in community residences 
(Legault, 1992), but specifics could be explored further.
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There were several drawbacks with regard to 
measurement as well. The applicability of the instrument 
to people whose primary diagnosis is mental retardation 
is questionable. ACD's Outcome Measures were developed 
and validated among people with varying disabilities, not 
just Mental Retardation (ACD, 1993b). If the factor 
structure obtained here is replicated in future studies 
among people with mental retardation, the summarization 
of results would be facilitated by the reporting of 9 
factor scores (as opposed to 29 scales).
In addition, it seemed that all items deemed 
important to quality of life by ACD did not rank as such 
among a sample of people with Mental Retardation. For 
excuaple, the item concerning informed consent did not 
seem meaningful, as it generally failed to load with any 
other items and was not a significant predictor of life 
satisfaction. Results also indicated that insurance was 
not importent, as the factor with a negative loading of 
this Outcome was a significant predictors of life 
happiness.
Another difficulty with the existing data base was 
the categorization of living environments. The notable 
groups were group homes, state institution environments, 
and supported living. However, these were not exclusive. 
Some residences were labeled "intensive SLA," which 
provided 24-hour care (the same as group homes), and were 
included in the same category as those who received only
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intermittent care. In addition, developmental homes were 
included in the group home category. Although 24-hour 
care was provided in developmental homes, the care 
provider owned the home and resided there with the 
consumers. This may have provided different atmospheres 
and attitudes (usually more family-like) than group 
homes, where staff only worked there.
Bias was another concern in this study. With more 
severely handicapped individuals, it was often necessary 
to seek the assistance of care providers. Previous 
research has shown care providers may supply both 
accurate (Schalock, 1989) and inaccurate ratings for 
people with limited receptive and expresseve 
communication skills (Parsons & Reid, 1990; Harner &
Heal, 1993; Heal & Sigelman, 1990). In addition, the 
interviewers (of which the author is one) were being paid
by the State of Nevada to collect this data. This could
have influenced the outcomes.
In conclusion, it was interesting how all but one of 
the factors were sigrnificcuit predictors of life 
satisfaction for the satisfaction score group. This 
supports the contention that life satisfaction is
multifaceted and impacted by many life domains
(Borthwick-Duffy, 1989; Schalock, 1994). Results 
indicate that predictors of life satisfaction for people 
with Mental Retardation are similar to those for other 
populations. However, it was also indicated that
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differences do exist, that would make further research in 
this area worthwhile. Knowing what is important to 
individuals' life satisfaction can enable service 
providers to enheuice people's overall happiness.
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